We perform all our cases in an operating theater, either with a regional block or under general anesthesia. Our procedure of choice is sutureless 23-G, 25-G, or 27-G vitrectomy. A BIOM® (Oculus Inc., Arlington, WA, USA) visualization system is our current option to allow visualization of the posterior segment. We begin all our cases with a core vitrectomy and induce a complete posterior hyaloid detachment when it is still attached. Afterwards, we proceed with a single staining technique, injecting BBG dye 0.025% once, through one of the superior trocars using a lacrimal cannula, while at the same time slightly reducing the balanced saline solution infusion pressure (Fig. 1) . The injection of the dye should be directed towards the macula, but performed gently and at a safe distance. Once a moderate amount covers the desired area completely, we usually wait for 1 minute, before returning infusion pressure to about 30 mm Hg and aspirating the dye completely with the vitrectome or with a Charles flute cannula. Since BBG mainly stains the ILM, it will not stain the areas covered with the ERM. With this technique, we aim to stain the ILM directly and negatively stain the ERM, so we can clearly distinguish the contrasting borders between the ERM and the stained ILM, therefore achieving a negative staining effect (Fig. 2) . We then use a corneal contact lens to achieve a magnified view of the macula. With an adequate forceps, we pinch and peel the ILM temporally (Fig. 3) and proceed with a double peeling, dragging along the ERM in a single block and in only one step, in a circular motion around the fovea (Fig. 4) . We usually extend the peel all the way to the vascular arcades, releasing any tangential and centripetal tractions. In case of doubt, we can reinject the dye to check for any remnants of ILM requiring removal. Finally, we examine
Introduction
Epiretinal membrane (ERM) surgery is a demanding, state-of-the-art procedure. Vitreoretinal surgeons continuously seek to perfect their techniques, maximizing results and reducing complications and toxicity. Removing the ERM when indicated has been shown to improve visual acuity and retinal function (1) . Peeling only the ERM has been shown to incompletely remove the cellular elements present in the internal limiting membrane (ILM) that are key to proliferation and recurrence (2) . Additional peeling of the ILM reduces the reported ERM recurrence rate of 10%-16.3% when this step is not performed (3) . However, in order to achieve an ideal outcome, careful considerations must also be made regarding the choice of both the vital dye and peeling technique, to mitigate retinal toxicity and mechanical trauma. Based on our experience with the benefits of combined ERM and ILM peeling, we present our double peeling technique in a single block and negative staining effect with Brilliant Blue G (BBG), which is effective and safe.
the peripheral retina for any iatrogenic tears, perform a partial fluid-air exchange, remove the trocars, and verify the tightness of the entry sites (see supplementary video, available online as supplementary material at www-eur-j-ophthalmol.com).
Results
The authors have performed the described technique in 26 patients with either idiopathic (20 patients) or secondary epiretinal membranes (6 patients) (Tab. I). Of these, 3 were secondary to previous retinal detachment surgery and 3 were related to diabetic retinopathy. A total of 18 patients had a concomitant cataract surgery before the vitrectomy. We report only patients with a minimum of 12 months of follow-up, and have not considered for this article any cases with proliferative diabetic retinopathy, vitreous haemorrhage, retinal detachment, macular hole, or other vitreoretinal pathologies that could require the use of other dyes or the use of other techniques in the macular area. In every case, the double peeling was performed successfully using the single block technique, after a successful negative effect was obtained using BBG. The complete peeling of the ILM was confirmed with an additional BBG injection, although a few remnants were frequently found outside the central macular area. No other dyes were used. There were no major complications related to the peeling, apart from self-limited superficial hemorrhages and a case of iatrogenic temporal holes (Fig. 5) . A few patients developed nerve fiber layer defects observed on optical coherence tomography, but overall microperimetric sensitivity improved (Fig. 6 ). Increased difficulty in performing the single block technique was found in cases of secondary ERM, particularly in cases after silicone oil tamponade or in diabetic retinopathy. These thicker membranes frequently fragmented during the peel and required further manipulation to remove them, increasing the risk of retinal trauma. There were no ERM recurrences to date.
Conclusion
Removal of ERM is usually required when they induce relevant retinal structural damage, increase in thickness, and/or intractable visual symptoms. When ERM peeling is performed, multiple studies suggest an improvement in visual acuity, retinal structure, and microperimetric evaluation (1, 4, 5) . The ideal ERM surgery should have both a low recurrence risk and a minimized retinal trauma and toxicity, and this is achieved by peeling the ILM and using the least toxic dye, as little as possible.
However, ILM peeling has been associated with localized defects in the retinal nerve fiber layer (6) and damage to the Müller cells (7), as well as focal defects in microperimetric studies (8) . Although some may be a direct consequence of the removal of the ILM itself, others may be associated with the mechanical impact of multiple peeling maneuvers with surgical instruments (7, 9) . This supports the choice of starting peel maneuvers preferably from the temporal macula and attempting to minimize manipulation by removing the 2 membranes in a single step. To achieve this, we previously described the single block technique using BBG (European Vitreoretinal Society Congress, Rhodes, 2013). Kaehr and Apte (10) also recently reported a similar technique using diluted ICG. The authors suggest this approach is likely to reduce the number of grasping attempts and tractions on the retinal surface, while at the same time increasing the speed of removal and minimizing phototoxicity, all possible causes of iatrogenic retinal damage (11).
The negative staining technique described by Foster et al (12) attempted to reduce retinal damage and increase visibility, conveniently using indocyanine green (ICG) to preferably stain the ILM around the borders of the ERM, although it lightly stains the ERM as well. However, when choosing dyes that preferably dye the ILM, current evidence suggests that BBG may be the least toxic, particularly when compared with ICG (13, 14) . Brilliant Blue G is known as a selective dye to stain the ILM alone, with little to no affinity for the ERM, and a favorable safety profile (15, 16) . Additionally, recent evidence suggests that this dye may have a protective effect against cell apoptosis (17) . Indocyanine green, on the other hand, has been extensively associated with toxic changes in retinal and retinal pigment epithelium function, both in vitro and in vivo (15, 18, 19) . Trypan blue, which is combined with BBG in some commercially available preparations, may aid in providing additional staining of not only the ERM but may also have affinity for the ILM itself (20) , although it has been associated with retinal toxicity in increased concentrations (21) . We therefore consider BBG alone to be a more adequate choice to dye the ILM and achieve the negative staining effect.
In conclusion, we suggest this approach to ERM surgery based on the most recent reports: 1) associating ERM removal with ILM peeling to reduce ERM recurrence; 2) minimizing mechanical trauma with the forceps and light exposure by performing a single block peeling technique in only one step; 3) choosing BBG dye to obtain a negative staining phenomenon, therefore using a single dye that is reported to be the least toxic. Although only a large comparative trial would enable us to find a difference in anatomical and functional results, our review of the most recently published literature suggests that this technique may be a logical and safe approach to ERM surgery.
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